more difficult in cases with ventrally located spinal meningiomas than in those with posteriorly located meningiomas and increases the rate of complications (11, 12, 15) . The recurrence of spinal meningiomas is rare (4, 9, 14) . Therefore, the question "Is Simpson grade 1 resection necessary in ventrally located spinal meningiomas?" remains the current issue in neurosurgical practice (15).
█ INTRODUCTION

S
pinal meningiomas account for 25%-46% of all intraspinal tumors (7) , and are often located laterally to the spinal canal but are less often located ventrally or posteriorly (3, 8, 10) . Complete tumor resection is important to achieve good long-term results (8, 10) . Tumor location and size are the major factors to consider in complete tumor resection. During surgery, it is important to note that the spinal cord can be stretched only to a certain extent. In general, Simpson grade 1 resection is recommended to minimize the recurrence rate in meningiomas. However, Simpson grade 1 resection is
█ MATERIAL and METHODS
We evaluated eight cases (six females and two males; age, 28-86 years; mean age, 60 years) with ventrally located spinal meningioma that underwent surgical treatment at our clinic (Table I) . A 28-year-old patient's symptoms began in the early post-pregnancy period. All other patients were in their fifties or older.
The most frequent symptom was pain consistent with the location of the tumor, followed by hypoesthesia. Two other common symptoms and signs were pain and sensory deficit ( Table II) .
All tumors were radiologically diagnosed using magnetic resonance imaging (MRI). The tumors were isointense in T1-weighted and hyperintense in T2-weighted MRI. The extramedullary localization and contrast enhancement of the tumors were typical of meningiomas. There was no tumor calcification in any of the cases. The tumors were located in the thoracic region in seven cases and in the cervical region in one case.
All cases underwent surgery, which was performed using a traditional posterior midline approach. Laminectomy was unilaterally extended. The case in which the tumor was cervically located differed from the other cases in that a skull clamp was used and laminoplasty was performed. No stabilization was performed, and no neuromonitoring device was used in any of the cases.
The cases were postoperatively followed-up for a mean period of 40 (range, 22-79) months. The postoperative neurological cure was followed-up in the early postoperative period at 1 and 3 months and at every 6 months thereafter. Radiological evaluation was followed-up using MRI in the early postoperative period at 3 months and once every 6 months thereafter. Data for recurrence and clinical cure were recorded.
█ RESULTS
The tumor was completely resected in all cases. Furthermore, in all cases, the tumor nidus that caused the thickening of the dura was cauterized using bipolar cautery and peeled off (Simpson grade 2). One case developed postoperative cerebrospinal fluid (CSF) fistula, which was successfully treated using closed continuous CSF drainage via a lumbar subarachnoid catheter. No other cases developed any complications.
The pathological examination of the tumor specimens revealed typical grade 1 meningioma in all cases (fibropsammomatous type, n=1; meningothelial type, n=3; and psammomatous type, n=4). Recurrence was not observed in any of the cases during the follow-up period.
None of the cases demonstrated postoperative neurological deterioration. At 1 month postoperatively, pain and motor deficit completely improved in all cases, with remarkable improvement of motor deficits in the early postoperative period. Hypoesthesia in seven cases was completely resolved within 3 months postoperatively. However, hypoesthesia in the left arm persisted for 36 months postoperatively. None of the cases demonstrated pre-or postoperative sphincter dysfunction.
█ DISCUSSION
Spinal meningiomas are slow-growing benign lesions that are more commonly observed in females and during middle age. Psammomatous and meningothelial subtypes of spinal meningiomas are more prevalent. The most common symptoms of spinal meningiomas are pain and paresthesia (2) (3) (4) 11, 13, 18) . In this study, although we specifically evaluated cases with ventral localization that underwent Simpson grade 2 resection, the distributions of their age, sex, and histological subtypes were compatible with those of the cases described in the literature (2) (3) (4) 11, 13, 14, 18) . Our cases demonstrated the general characteristics of spinal meningioma, indicating that our series showed demographic features appropriate for the analysis.
Ventral localization is less common in spinal meningiomas (1, 3, 8) , and is a factor that causes difficulties during treatment. In addition to the conventional posterior midline approach, in ventrally located spinal meningiomas, laminectomy is extended Sensory deficit 5
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Sphincter dysfunction - Figure 1: A) The spinal dura comprises a single layer, and the outer and inner faces are lined with a single row of mesothelium. B) The cranial dura comprises the outer dural layer with abundant vessels (the periosteum including fibroblasts and collagen fibers) and the inner dural layer lined with mesothelial cells with connecting firmly composes bilaminar structure in the cranial dura; the mesothelial cells that surround the outside of the dura are not observed (H&E, × 10).
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